Differences In Access To HighQuality Outpatient Care In Indonesia
Lower quality in remote regions and among private nurses is a manifestation of the educational, policy, and regulatory frameworks upon which the Indonesian health system is based.
by Sarah L. Barber, Paul J. Gertler, and Pandu Harimurti ABSTRACT: Using a representative cross-section of health care providers in Indonesia, we describe variations in prenatal, child, and adult care quality. Quality is measured as knowledge about clinical guidelines. Public health centers offer above-average-quality prenatal care, and private physicians provide high-quality curative care. Private nurses offer belowaverage care, as do most providers in the more remote regions of Outer Java-Bali. The poor and wealthy have access to the same levels of quality; however, the poorest women report receiving fewer prenatal procedures. Recommendations include improving the professional development of nurses in private settings, testing quality improvements in Outer Java-Bali, and investigating wealth disparities in quality received. I n t h e 19 8 0 s , m an y d e v e l o pi n g c o u n t r i e s expanded their health delivery systems from urban hospitals to rural primary facilities. Large-scale infrastructure investments have led to achievements in access to basic services, even in some of the poorest countries. Having expanded access, policymakers are increasingly concerned about improving clinical quality to continue making gains in health outcomes. Although evidence about quality in low-income settings is limited, reports suggest that inappropriate care is a major problem. Research about seventy-nine treatment centers worldwide demonstrated widespread application of ineffective practices in acute care for children-including those that could have fatal consequences, such as prescriptions of diuretics for edema. 1 A study of twenty-one hospitals in seven developing countries reported inadequate or inappropriate assessment, monitoring, or treatment in 76 percent of children admitted with serious illnesses. 2 Our research contributes to the literature on quality variations in low-and middle-income countries across disease conditions, between health care providers, and by household resources. For example, research has demonstrated variations in adherence to evidence-based procedures for malaria in Kenya and between public and private clinical settings in Vietnam. 3 Mexican women receive better prenatal care at social security institutions than elsewhere, and insured South Africans receive higher-quality treatment than their uninsured peers do. 4 In this paper we focus on quality variations by clinical setting, geographic region, and household wealth in Indonesia. We used data from a representative cross-section of public and private outpatient care providers. Quality was measured as provider knowledge about clinical guidelines for prenatal care and child and adult curative care. After describing variations by clinical settings and the geographic regions of Java-Bali and Outer Java-Bali, we matched the facility data with household reports of health care use to determine whether the poor have access to the same level of quality as the wealthy have. We then compared quality available from facility data with quality received from maternal reports, and we described the findings by household wealth. We conclude with recommendations for quality improvements and their monitoring and evaluation in Indonesia.
The Setting n The Indonesian health system. The fourth-most-populous country in the world, Indonesia made substantial progress in economic development before the financial crisis that started in late 1997. To disseminate the benefits of a rapidly growing economy, the Indonesian government expanded its network of public health facilities under the principle of Health for All, or universal access to basic care. Initially focusing on hospitals, the government began in the mid-1980s to expand its network of primary care facilities-which number more than 7,000 health centers and 21,000 subcenters today.
The government allocated health facility construction based on population targets, with one health center per 30,000 people and one auxiliary center for each 10,000. This standard is the same across all geographic regions, although, in practice, sparsely populated regions have more facilities per capita. Java-Bali and Outer Java-Bali are the main two geographic regions in Indonesia used throughout this analysis. As the name suggests, Java-Bali is composed of provinces on the islands of Java and Bali. It is the most densely populated region, containing just over 60 percent of the population in 7 percent of Indonesia's land mass. The remaining provinces in Outer Java-Bali span from Sumatra to the Eastern Islands and represent diverse populations. 5 Java-Bali and Outer Java-Bali are used by the central government as designations for allocating public resources on which regional governments rely-includ-ing qualified medical staff. Take deployment of physicians to health centers, for example. One to four physicians are targeted per health center based on facility type and region. 6 At the highest level of staffing, four physicians are deployed to large health centers serving densely populated regions in urban Java-Bali. At the lowest level, health centers in rural Outer Java-Bali receive one per facility. This allocation system sets higher physician-staffing standards for the more populated regions and deploys more nurses and midwives for Outer Java-Bali.
7 These differences are illustrated in Exhibit 1 using national-and facility-level data. Facility construction favors Outer Java-Bali, where facility-per-population targets have been exceeded. Public health center staffing, however, reflects the allocation rules with higher numbers of physicians in Java-Bali and higher numbers of nurses in Outer Java-Bali.
Maintaining this network of facilities has proved difficult, given limited resources mainly from centrally channeled general revenues and service fees. The Indonesian health sector has also proved highly vulnerable to external shocks imposed by budget crises, declining oil prices, and increasing debt repayments since the late 1980s. Public spending on health has not exceeded 1 percent of gross domestic product (GDP) since the mid-1980s. 8 Upgrading existing public health facilities to respond effectively to changing demographics and health needs is considered prohibitively expensive at current spending levels. 9 Facing pressures to keep health spending low, the Ministry of Health (MoH) promoted an expansion of the private sector in the mid-1990s to encourage self-selection out of public faw 3 5 4 2 7 M a r c h 2 0 0 7 Q u a l i t y V a r i a t i o n s cilities among those who were able to pay-and thus more efficiently target limited resources. In practice, the promotion of the private sector was largely ad hoc, with no means in place to ensure minimum clinical or staffing standards. The government has had some success in targeting public care to the poor. Exhibit 2 presents data on prenatal care and outpatient child and adult curative care use in Java-Bali and Outer Java-Bali. This exhibit emphasizes four key points. First, in 1997 a large proportion of the population had access to basic care, as measured by high coverage levels overall for prenatal care. Second, the poor were significantly less likely to seek care, and these differences are more important for use of outpatient adult and child services. Third, although they were less likely to seek care, the poor were more likely to use public care when they did. This finding is consistent across all three types of care. Fourth, use of public facilities across all wealth quartiles was higher in Outer Java-Bali, which suggests greater reliance on public care in this region. Lastly, we note that in 1997, just under half of adults in Java-Bali (45.9 percent) and 19.1 percent of adults in Outer Java-Bali lived in communities with no public facility that offered adult curative care. In Java-Bali, increases in household wealth are inversely related to availability. In Outer Java-Bali, however, the relationship is the opposite. These relationships could be explained by the presence of the private sector, with private alternatives more prominent in Java-Bali.
Study Data And Methods
n Data and sample. We used household and community data from the multipurpose Indonesian Family Life Survey (IFLS). The 1997 survey collected information from a sample of 7,629 household in half of the twenty-six provinces representative of 83 percent of the Indonesian population. Details of the IFLS are documented elsewhere. 10 Our primary area of interest is health care quality collected from a survey of providers who offered outpatient services to surveyed households. The sampling frame was generated from information collected in the household survey about knowledge of the available public and private outpatient providers. The selection of providers was based on a random probability sample with the probability of selection proportionate to the frequency a given location was mentioned by households. A total of 2,751 public and private health providers were interviewed in 1997, and the response rate was 99 percent. 11 n Measurement of technical quality. We focus on assessments of technical quality for prenatal care and adult and child curative care using clinical case scenarios collected as a part of the facility survey. One health care provider per facility was presented with a case scenario. Subsequently, he or she was asked a series of questions about activities performed during history taking, the physical examination, diagnostics, and follow-up. The interviewer marked those responses mentioned spontaneously. The scenarios used in the IFLS were pilot-tested before implementation, with direct observation to ensure clarity and minimal measurement error. This method has been validated in other settings. 12 Responses were coded using international guidelines in consideration of available data. For prenatal care, nineteen criteria were identified that form the basis of international guidelines for routine pregnancies. 13 For adult curative care, in which the scenario was an adult presenting with cough and fever, the eleven criteria corresponded with guidelines for the integrated management of adult illness for environments of high tuberculosis prevalence.
14 For the scenario of a child with diarrhea and vomiting, the twelve criteria were coded against guidelines for the integrated management of childhood illnesses. 15 The criteria for each case were summed up to create quality scores. The raw scores were expressed as the sum of the criteria spontaneously mentioned as a proportion of the total. In essence, they represented knowledge about evidence-based procedures for prenatal, adult curative, and child curative care. To examine quality relative to other providers, we standardized the quality scores with a mean of 0 and a standard deviation of 1, and variations in quality were expressed as standard deviations from the mean. 16 n Clinical settings and provider qualifications. We used data from 2,435 public and private outpatient facilities or health care providers representing five clinical settings. 17 The first points of contact in the public sector, health centers and auxiliary health centers are tasked with outpatient care and preventive services. 18 We analyzed three types of private providers: nurses, midwives, and physicians. The qualifications for private solo practitioners reflect those of their professional groups. Sixty percent of the nurse workforce received vocational-level training after junior high school, and most of the remaining have three-year postsecondary diplomas from a nursing academy. Facility-based midwives are likely to have at least a threeyear vocational level diploma in nurse-midwifery. 19 An estimated 81 percent of physicians are general practitioners (GPs) with four years of baccalaureate training, while the rest have specialty training. 20 The standards for setting up a private practice in Indonesia are established locally and are generally not stringent. The requirements for solo physician practice, for example, may include a list of basic equipment-although some practices offer sophisticated diagnostics and therapeutics. 21 n Health care use and prenatal care procedures received. We also used household reports of use of prenatal care and of child and adult outpatient care. For prenatal care, we used information from 2,451 women reporting about their most recent live single birth between 1992 and 1998. Among these women, 92.0 percent sought prenatal care. Similar to previous studies, we used information from women who sought prenatal care to evaluate the quality of care received. 22 These women reported about whether they received each of eight services routinely conducted during prenatal consultations: measurement of blood pressure, weight, height, and uterine height; testing for anemia; listening to fetal heartbeat; and receipt of tetanus toxoid and iron supplements. We developed a composite index, which represents the sum of positive responses as proportion of the total. We standardized the index to a mean of 0 and standard deviation (SD) of 1, and the results are expressed both as a proportion of the total and as standard deviations from the mean. For child curative care, information was collected about 10,356 children younger than age fifteen. Among this group, 15.5 percent (n = 1,610) sought outpatient care for any condition within four weeks before the survey and reported about the source of care. Lastly, we used information from 19,892 adults age fifteen and older. Within this group, 15.1 percent (n = 3,012) reported having sought outpatient care within four weeks before the survey and provided the source of this care.
n The analyses. We describe the composition of the facility sample for 1997 by five clinical settings. We present the raw and standardized scores for the three case scenarios for each clinical setting. We examined differences in the standardized quality scores for Java-Bali and Outer Java-Bali.
To evaluate wealth discrepancies in access to quality, we took advantage of information from the household survey modules describing recent use of prenatal care and outpatient child and adult curative care. The facility quality scores were matched to the household reports about utilization using information on geographic location (community identification codes) and choice of clinical settings. Where more than one clinical setting was available in a given community, we generated a mean score for the clinical setting. We present the quality scores by household wealth quartiles and separately for Java-Bali and Outer Java-Bali. To measure wealth, we used reports from each household about weekly, monthly, and annual spending on food and nonfood products, which was summed up and expressed as monthly household spending. This is considered more reliable than income in capturing wealth among populations with informal or seasonal employment. Household wealth is expressed in quartiles (first quartile, poorest households; fourth quartile, wealthiest).
We then focused on prenatal care. We wished to compare the quality available as measured by the facility quality scores with quality received based on maternal reports of prenatal care procedures actually received during the consultations. Maternal reports, however, might reflect systematic differences in quality based on individual factors. To correct for this bias, we estimated the adjusted means using regressions predicting the eight-item quality index of procedures received on a set of key characteristics: previous negative birth outcomes, number of prior pregnancies, maternal age, and gestational age. A negative birth outcome is defined as a stillbirth, miscarriage, or abortion. Maternal age and number of prior pregnancies are included as continuous variables and squared. Gestational age accounts for preterm births and a reduced opportunity for receiving care. We also included the child's year of birth to control for possible maternal recall bias. The regressions included community-level fixed effects interacted with facility type to control for provider competence. The adjusted means reflect the average quality received, purged of the differences in these characteristics. Similar to the quality scores, the adjusted means were estimated by household wealth quartiles. The analyses applied sampling weights to adjust for oversampling in urban and remote areas; in addition, all analyses adjusted for the cluster survey design.
The Results
Exhibit 3 illustrates the differences in structural and technical quality among the five clinical settings in 1997. Structural quality was lacking in many public facilities. Only about two-thirds of public health centers and fewer than one-third of auxiliary centers had an internal water source. The majority of health centers had functioning microscopes, whereas auxiliary facilities referred to health centers for microscopy, and fewer than half had the means to sterilize equipment. Health centers had some essential vaccines in stock for children and adults, although one-third or fewer of auxiliary health centers did so. Given that vaccines and other essential drugs are procured centrally, lack of vaccines could imply problems outside of local facility management.
In private clinical settings, structural quality and equipment were basic. Most did not have inpatient beds, with the exception of some midwives. About 8.1 percent of solo physicians had microscopes, although it was common to refer for microscopy at a public health center, hospital, or private laboratory. Just over half of physicians offered tuberculosis services. Few nurses and fewer than one in four physicians had vaccines in stock, although a substantial proportion of midwives carried vaccines. The mix of facilities overall was significantly different between Java-Bali and Outer Java-Bali (p ≤ 0.01). A larger proportion of private physicians worked in Java-Bali compared with more private nurses in Outer Java-Bali.
n Quality scores. Turning to an examination of the quality scores from the three case scenarios by clinical setting, the raw quality scores averaged 44.5 percent for prenatal care, 58.9 percent for child curative care, and 47.7 percent for adult curative care. These scores indicate that a representative sample of public and private prenatal care providers, for example, spontaneously mentioned fewer than half of the nineteen criteria corresponding to the practice guidelines. This suggests relatively low knowledge of evidence-based practices related to all three scenarios-particularly prenatal and adult curative care.
Comparing across clinical settings, public health centers offered the highestquality prenatal care (0.18 SD units) and private nurses the lowest (-0.38 SD). Private physicians had the highest scores for child curative care (0.29 SD); nurses had the lowest (-0.22 SD). For adult curative care, private physicians also had the highest quality (0.39 SD) and nurses the lowest (-0.27 SD).
Exhibit 4 presents the standardized scores by clinical setting for Outer JavaBali and Java-Bali. People living in Outer Java-Bali had few options for obtaining high-quality care. Four of the clinical settings offered care below the mean. On average, Outer Java-Bali was associated with significantly lower quality of all three types (p ≤ 0.01). For people living in Java-Bali, variation existed by the type of care provided and source. Private physicians and public health centers offered aboveaverage child and adult curative care. Public health centers offered the highestquality prenatal care. By clinical setting, private physicians offered above-average care for all scenarios in both regions, with the exception of prenatal care in Outer Java-Bali. Private nurses offered below-average care for all scenarios and regions. Public facilities offered above-average care in Java-Bali and below-average care in Outer Java-Bali.
n Quality available and quality received. We turn to the household utilization data matched with the facility quality scores to examine household wealth disparities in access to high-quality care. Exhibit 5 indicates no significant differences in the average quality available across wealth quartiles for children or adults in either region. This implies that the poorest households had access to the same levels of child and adult curative care quality as the wealthiest-even in Outer Java-Bali, although note that the quality scores are uniformly low.
Exhibit 6 replicates this analysis for prenatal care. This exhibit compares quality available, from facility reports, with quality received, from maternal reports of prenatal procedures received by women who experienced a live birth in 1992-1998. Recall that maternal reports are based on adjusted means for a limited number of basic procedures, whereas facility reports are more comprehensive. The two values, therefore, are not directly comparable. The analyses here focus not on the scores themselves but on significant differences by wealth quartiles.
For Java-Bali, we found significant wealth differences in quality available, with the poorest households having access to higher-quality prenatal care. Based on the facility reports, the poor had access to health care providers with quality scores 5.9 percentage points higher than those of providers available to the wealthiest. Based on the maternal reports, however, the poor actually received a lower level of quality. The poor received 3.5 percentage points fewer procedures compared with the wealthiest. For Outer Java-Bali, no significant wealth differences existed in available quality, although scores were uniformly low in this region. The poorest women, however, also received significantly lower quality than their wealthier counterparts. The magnitude of the difference between the poorest and wealthiest is large, amounting to 13.3 percentage points (0.56 SD).
Discussion
n Limitations. To measure quality, we used clinical case scenarios that controlled for variation in illness severity and patient characteristics. By design, the sce- narios assessed knowledge and clinical decision making rather than practice. 23 Only one health care provider was selected to complete the case scenario, which might have resulted in the selection of more-qualified staff. The scenarios were scored using evidence-based practice guidelines, although some important criteria were missing because of data limitations. Maternal reports of prenatal procedures received were used to assess the quality of services actually delivered; however, we relied on a limited number of procedures collected in the survey. Maternal reports were based on concrete procedures, which are more reliable than perceptions or satisfaction. Sources of health care not included in the survey (that is, hospitals, pharmacies, and community-based health workers) are unlikely to have biased the results, because these providers represent a small proportion of the health market. We used cross-sectional data, and our results were descriptive.
n Recommendations for improving quality. These findings report low knowledge of criteria for prenatal care and adult curative care (less than 50 percent) and child curative care (less than 60 percent). Training is an important strategy to use when quality deficiencies result from a lack of skills. The Integrated Management of Childhood Illness (IMCI) program has demonstrated that improvements in clinical quality can be achieved with an enhanced training package comprising skills upgrades and support to structural quality. 24 In Indonesia, aspects of the IMCI have been integrated into the training curriculum for medical students, which might explain slightly higher knowledge of criteria related to child curative care. w 3 6 2 2 7 M a r c h 2 0 0 7 Q u a l i t y V a r i a t i o n s Our results highlight the fact that private nurses had the largest quality deficiencies across all three types of care. Lower quality for nurses could stem from weak initial training as well as few opportunities for supportive supervision and professional development. More recently, the government has begun to address long-standing criticisms of nursing by implementing fundamental educational and management structures, including job descriptions, clinical guidelines, performance indicators, and a program of continuing education. 25 Government continuing education programs focus on publicly employed staff. Promoting continuing education as a prerequisite for license renewal would provide incentives for regularly upgrading skills for both public-and private-practice nurses. Several countries are also testing pay-for-performance initiatives to provide financial incentives for the provision of high-quality services.
Despite being a prominent source of curative care, private nurses are in fact officially prohibited in Indonesia from practicing curative care and prescribing. Clearly, these regulations are weak and inconsistently applied-in part because many private solo practitioners operate informally with minimal equipment and infrastructure. An important impediment to regulation is the lack of a central registration system. 26 The Indonesian National Midwifery and Nursing Professional Associations operate on a voluntary basis, although efforts have been made to strengthen their capacity for self-regulation, certification, and establishing codes of ethics. Strengthening professional associations in monitoring the performance of their members can be an important tool in improving quality, particularly for private providers in environments where regulation is weak.
Providers in Outer Java-Bali offered significantly lower quality of care. In particular, public facilities offered above-average care in Java-Bali and below-average care in Outer Java-Bali. This suggests that the quality differences lie within the health resource allocation systems. Although the government has invested in primary-level health infrastructure, population-and region-based human resource allocations have resulted in the presence of fewer qualified staff per facility in Outer Java-Bali. Alternative methods of human resource allocations based on epidemiological profiles or assessments of skill-mix for programs of care could be investigated further. More research is needed about public resource levels, practice patterns, and disease burden, to make specific recommendations about quality improvements relative to the costs-particularly for sparsely populated and culturally diverse communities. This area is particularly important, given that people in Outer Java-Bali rely more on public sources of care than in Java-Bali.
Across both regions, public facilities represent an important source of prenatal care, which is of significantly higher quality than private alternatives, on average. Given that preventive and public health services with externalities are underprovided by the for-profit private sector, the government plays an important role in ensuring the provision of high-quality prenatal and other preventive services.
It is remarkable that we found no wealth differences in access to available quality. For curative care, poor households had access to the same level of quality as the wealthy and, in Java-Bali, access to higher levels of prenatal care quality. The Indonesian government has had success in making the same level of quality available to both poor and wealthy-a major achievement.
However, in comparing the prenatal care quality available with what was actually received, the poorest households received significantly lower levels of quality in both regions. Similar findings in other countries have been reported for the receipt of child and prenatal care by household assets. 27 In this study, the results suggest that facility-level discrimination against the poor might exist. Possible reasons could include formal or informal user fees that result in a different level of care, or social and educational differences between providers and poor patients. This finding is of particular concern for prenatal care, because low quality could have important effects on maternal and child health and well-being. Given that the possible causes have different policy implications, additional research is required to investigate this finding within communities and across different services.
T h e r e i s i n c r e a s i n g r e c o g n i t i o n that low quality contributes to poor health status in low-and middle-income settings. Variations in clinical quality reflect knowledge, but they are also a manifestation of the overarching educational, policy, and regulatory frameworks upon which the health system is based. Training could address quality deficiencies related to skills. Because nurses are a prominent source of health care, strengthening their professional development and regulation would likely have a large impact on quality. Indonesians living in Outer Java-Bali have few options for accessing high-quality services; improvements will require testing different options, particularly for communities that are sparsely populated and culturally diverse. Further research is required to understand why the poor receive care of lower quality-despite having access to the same or better quality as the wealthy. Systematic monitoring and evaluation of quality improvement initiatives are essential to inform policy decisions that protect and promote community health. 
